Background
==========

Nasal polyposis is a result of chronic inflammation of the nasal mucous membrane. The etiology remains unknown and is still studied. Nasal polyps are present in around 4% of the population. Their formation is observed in chronic sinusitis, environmental allergies, and aspirin idiosyncrasy causing nasal obstruction, permanent rhinorrhea, headaches and facial pain, which all reduce quality of life. The management of nasal polyps may involve medical or surgical therapy, which should be based on meticulous diagnostic work-up of the patients. The recurrence rate of nasal polyps is can be even higher than 30% \[[@B1]\]. Complications have been observed following removal of nasal polyps located in the area of ethmoid structures; these are separated from the orbit by extremely thin lamina papyracea (or orbital lamina), and from the anterior cranial fossa by the cribriform plate, which is also thin. Damage to the structures can cause severe complications occurring in 1% of surgical patients \[[@B2]\].

Case presentation
=================

A patient aged 48-years (patient\'s initials LE, medical records 08/65c, white female) was admitted to the Department of Craniomaxillofacial Surgery in Katowice in January 2008 with damage to right orbital structures sustained in the course of transnasal endoscopic surgery for ethmoid polyps. The procedure had been performed in a national health service centre two weeks before, due to problems with nasal breathing, and persistent discharge. Discharge information included iatrogenic orbital haemorrhage and damage to right medial rectus muscle. Following recovery from anaesthesia, the patient complained of vision loss of several hours duration. Emergency repeat surgery was performed to control bleeding, but the medial orbital wall defect and damage muscle were not repaired. The patient underwent NMR and CT imaging, was referred to an ophthalmic ward and treated for two weeks with Dexamethason and Mannitol, the medical documentation about the eye fundus investigation are unavailable. Imaging investigations revealed a 12 × 8 mm defect in the medial orbital wall and prolapse of adipose tissue into the nasal cavities. Medial rectus muscle mechanical injury and thinning were also observed (Figure. [1](#F1){ref-type="fig"}). On admission to the Department of Craniomaxillofacial Surgery the patient showed restriction of ocular motility, diplopia, and eyelid bruising, there were no visual acuity disturbances. The patient was operated on under general anaesthesia; a 1 × 15 mm medial orbital wall defect was confirmed and repaired using iliac crest graft. Diplopia subsided. Despite ocular movements remaining unsynchronised due to medial rectus injury, the patient is content with the result of surgery (Figure. [2](#F2){ref-type="fig"}). Orthoptic rehabilitation caused slight improvement. The patient is under regular ophthalmic checkups; botulinus toxin administration to medial rectus antagonist is considered.
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Conclusion
==========

In patients who fail medical therapy nasal polyposis can be effectively treated using ethmoidectomy or endoscopic surgery \[[@B3]\]. However, at the beginning of the century, ethmoidectomy was considered one of those surgery types that may cause severe trauma to the patient. Serious complications include intracranial haematoma, massive haemorrhage, orbital haematoma, blindness, damage to the dura mater \[[@B4]\] with resulting death of the patient. Rare complications are orbital oedema and worsening of olfactory function. Recently, and strictly speaking for 20 years now, the use of modern equipment including endoscopes, has allowed a significant decrease in complication rates after nasal polypectomies. Stankiewicz \[[@B2]\] gave only 6% and 13% rates of severe and slight complications, respectively. Desii et al \[[@B5]\], noted a complication rate as low as 1.2%. Freedman and Keer \[[@B6]\], performed 1000 ethmoidectomies in 565 patients; they observed mild complications in 26 patients only, and no cases of death or blindness. The authors emphasize the fact that new surgical techniques minimize the risk of complications following operations that in the past could cause injury or even death of the patient. Dalziel et al. \[[@B7]\] attempted a review of literature on nasal polypectomy. They found significant discrepancies between authors\' opinions; a wide range of injuries and complications, also severe, shows that endoscopic surgery cannot be considered a safe means of polyp removal. Our case confirms the conclusion although endoscopic surgery rarely yields orbital complications. Dunya et al. \[[@B8]\] had 5 patients with such complications following a total of 372 ethmoidectomies. Ocular complications including blindness or diplopia can result from iatrogenic injuries affecting the nerves or muscles of the eyeball or from retrobulbar haematoma. Damage to anterior or posterior ethmoid vessels causes bleeding and a resulting enophthalmos. Only timely surgical intervention, a 24-hour monitoring of the patient\'s condition, and ophthalmic follow-up can prevent further complications. Intervention performed in our patient prior to admission to the Department of Craniomaxillofacial surgery caused intraorbital bleeding and vision loss. This was followed by diplopia and eyeball motility limitations resulting from damage to the right medial rectus. Medial orbital wall repair did not bring a fully satisfactory result as the eyes remain nonsynchronized in their movements. The patient\'s head movement responses are performed to compensate for vision disturbances (Figure. [3](#F3){ref-type="fig"}). Botulinus toxin administration to medial rectus antagonist is considered as in the report of Hong et al. \[[@B9]\].
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